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term  sequalae.  We  decide  to  place  an  18  ×  55  mm  aorticLETTER /Cardiovascular imaging
Aortic pseudoaneurysm rupture
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An endovascular approach
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Pseudoaneurysm  secondary  to  pancreatitis  is  generally
described  in  visceral  arteries  and  its  rupture  may  be  fatal
[1].  A  few  cases  of  aortic  pseudoaneurysms  secondary  to
pancreatitis  have  been  described,  because  the  aorta  wall
seems  to  be  protected  by  anatomical  factors  and  endoge-
nous  enzymes  that  avoid  its  rupture  [2].
Standard  management  of  aortic  pseudoaneurysm  rupture
is  surgical  repair  with  procedural  risks  and  post-procedural
compliances  related  to  contaminated  ﬁeld  and  patients’
instability  [3—5].
In  this  scenario,  endovascular  repair  could  be  introduced
in  selected  cases.
Technique
A 47-year-old  female  was  admitted  to  the  emergency  room
with  right  pain  and  asthenia.  She  referred  history  of  necrotic
pancreatitis  and  weight  loss  12  kg/in  the  last  9  months).
Laboratory  investigations  revealed  mild  increase  in  total
bilirubin  serum  level  (total  bilirubin  1.17  mg/dL),  elevated
serum  amylases  (alpha-amylases  1139  UI/L)  and  high  white
blood  cell  count  (21.95  ×  103mol/L).
Abdominal  ultrasound  (US)  revealed  a  peripancreatic
ﬂuid-solid  lesion  consistent  with  an  abdominal  collection
partially  organized.
Abdominal  contrast-enhanced  computed  tomography
(CT)  conﬁrmed  a  partially  organized  peripancreatic  collec-
tion  (41  mm)  and  the  presence  of  aortic  pseudoaneurysm
(12  mm)  in  the  anterior  portion  of  the  infrarenal  aorta.  Pan-
creatic  parenchyma  appeared  inﬂamed,  partially  atrophic
without  pseudocyst  formation  (Fig.  1a).
The  patient  did  not  respond  to  conventional  medical
therapy  and  clinical  symptoms  got  worse  with  deterio-
ration  of  liver  function  (AST/GOT  100  UI/L)  and  serum
hemoglobin  value  drop  (from  12.4  mg/dL  to  7  mg/dL).
Repeat  CT  revealed  contrast  media  extravasation  from  the
infrarenal  aorta  pseudoaneurysm  (Fig.  1b  arrow).  A  previ-
ous  CT,  performed  11  months  before,  demonstrated  a  normal
aorta  (Fig.  1c).  Because  of  patient  general  condition,  open
surgical  repair  was  discarded.
An  endovascular  repair  was  performed  with  an
18  ×  55  mm  aortic  cuff  (Cook  Medical,  Limerick,  Ireland)
c
s
iubsequently  dilated  with  a  20mm-balloon  (XXL  Vascular,
oston  Scientiﬁc,  Galway,  Ireland)  (Fig.  2a).  Final  angiogra-
hy  showed  complete  exclusion  of  the  pseudoaneurysm  with
reservation  of  renal  arteries  (Fig.  2b).  No  intraoperative
omplications  occurred.
Prophylactic  antibiotics  therapy  (ceftriaxone,  Rocephin®,
oche,  Basel,  Switzerland)  was  administered  during  the
nduction  of  anesthesia  and  13  intravascular  doses  at  9-hour
ntervals  postoperatively.
The  discharge  CT,  performed  7  days  after  the  endovas-
ular  procedure,  conﬁrmed  successful  pseudoaneurysm
xclusion  and  partial  resolution  of  the  abdominal  collection
Fig.  3a).
Abdominal  pain  subsided  over  in  5  days  and  no  further
ntibiotics  were  necessary  after  discharge.
Post-procedure  period  was  uneventful  and  the  patient
id  not  experience  inﬂammatory  index  alterations.  The
-month  follow-up  CT  conﬁrmed  the  exclusion  of  the  pseu-
oaneurysm,  the  complete  resolution  of  the  abdominal
ollection  and  no  signs  of  pancreatitis  (Fig.  3b).
Today,  patients’  clinical  condition  is  stable  and  the  post-
rocedure  period  is  still  uneventful.
iscussion
seudoaneurysms  of  the  peripancreatic  visceral  arteries  are
are  complications  of  pancreatitis  while  hemorrhage  from
nknown  pseudoaneurism  represent  one  of  the  major  causes
f  death  [1].
Traditionally,  post-pancreatitis  aortic  pseudoneurysms
re  repaired  with  open  surgery.  However,  it  represents  a
hallenging  procedure  with  high  operative  risk  and  postop-
rative  complications  [3,5].
Endovascular  repair  of  post-pancreatitis  pseudoaneurysm
as  been  successfully  employed  in  visceral  arteries  [6].
Embolization  with  coils,  plugs  and  glue  has  been
mployed  in  case  of  visceral  arteries  pseudoneurysms,  but
t  was  not  suitable  in  our  patient  because  of  the  possibility
f  aortic  wall  rupture.
Bare  stent  was  discarded  because  the  aortic  wall  must  be
xcluded  in  case  of  aortic  damage.
The  major  drawback  of  endovascular  approach  in  this
etting  is  the  possibility  of  contaminated  ﬁeld  that  could
ead  to  infection  of  the  graft.  Our  case,  patient  was  con-
idered  unsuitable  for  surgery  and  we  preferred  to  give
riority  to  emergent  aneurysm  exclusion  and  not  to  long-uff  because  the  proximal  and  distal  neck  were  >  2  cm,  with
paring  of  the  renal  arteries  and  aortic  bifurcation.  Patient
mprovement  was  immediately  observed  with  collection
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Figure 1. a—c: axial non-contrast abdominal CT scan (a) shows a partially organized peripancreatic collection and inﬂammation of
pancreatic parenchyma without pseudocysts formation. Axial enhanced CT scan (b) shows pseudoaneurysm in the anterior portion of the
infrarenal aorta. Axial enhanced CT (c) scan performed 11 months before does not show any vascular alteration.
Figure 2. a and b: abdominal aortogram (a) shows pseudoaneurysm in the anterior wall. Post-stent graft aortogram (b) shows complete
exclusion of the pseudoaneurysm with preservation of renal arteries.
Figure 3. a and b: axial enhanced discharge CT (a) shows complete exclusion of the pseudoaneurysm, reduction of peripancreatic
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[ollection and pancreatitis. Axial enhanced 10-month follow-up C
bdominal collection; no signs of inﬂammatory changes were demo
esolution  after  stent  graft  placement;  this  result  leads  our
linicians  to  suspend  the  antibiotics  therapy  after  discharge
ecause  the  periaortic  collection  might  be  related  to  an
rganized  hematoma,  due  to  aortic  rupture,  mixed  with
terile  pancreatic  ﬂuid.
The  aortic  cuff,  in  fact,  did  not  show  any  CT  ﬁndings  of
nﬂammation  at  7-day  and  6-month  CT  scan  with  normaliza-
ion  of  inﬂammatory  laboratory  index.isclosure  of  interest
he  authors  have  not  supplied  their  declaration  of  conﬂict
f  interest.
[ shows complete exclusion of the pseudoaneurysm with minimal
ted at the level of the stent graft.
eferences
1] Boudghene F, L’Hermine C, Bogot JM. Arterial complications of
pancreatitis: diagnostic and therapeutic aspects in 104 cases. J
Vasc Interv Radiol 1993;4:551—8.
2] Halpern VJ, Nackman GB, Gandhi RH, et al. The elastase infusion
model of experimental aortic aneurysms: synchrony of induction
of endogenous proteinases with matrix destruction and inﬂam-
matory cell response. J Vasc Surg 1994;20:51—60.3] Knosalla C, Bauer M, Weng Yg, Weidemann H, Hetzer R. Com-
plicated chronic pancreatitis causing mycotic aortic aneurysm:
in situ replacement with a cryopreserved aortic allograft. J Vasc
Surg 2000;32:1034—7.
Letter  
[4] Giles RA, Pevec WC. Aortic pseudoaneurysm secondary to pan-
creatitis. J Vasc Surg 2000;31:1056—9.
[5] Hinchliffe RJ, Yung M, Hopkinson BR. Endovascular exclusion
of a ruptured pseudoaneurysm of the infrarenal abdominal
aorta secondary to pancreatitis. J Endovasc Ther 2002;9:
590—2.
[6] Abbott GT, McDermott VG, Smith TP. Successful endovas-
cular treatment of a celiac artery pseudoaneurysm
complicating pancreatitis. J Vasc Interv Radiol 1996;7:
103—6.
M.  Corona  ,
E.  Boatta  ,
P.  Lucatelli  ,
Vascular and interventional radiology unit,Radiology, Oncology and Pathology Department,
‘‘Sapienza’’, University of Rome, Viale Regina
Elena 324, 00161 Roma, Italy
h
2
E517
A.  Ricœur  ,
Service de radiologie vasculaire et
interventionnelle, CHU de Strasbourg, hôpital de
Hautepierre, 1, avenue Molière, 67098
Strasbourg, France
F.M.  Salvatori  ,
C.  Zini ∗,
Vascular and interventional radiology unit,
Radiology, Oncology and Pathology Department,
‘‘Sapienza’’, University of Rome, Viale Regina
Elena 324, 00161 Roma, Italy
∗ Corresponding author.
E-mail address: zini.chiara@gmail.com (C. Zini)ttp://dx.doi.org/10.1016/j.diii.2015.01.004
211-5684/© 2015 Éditions franc¸aises de radiologie. Publié par
lsevier Masson SAS. Tous droits réservés.
